PRINTED: 07/28/2015

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A. BUILDING 01 COMPLETED
R
155352 B. WiNG 07/16/2015
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE

2600 MOREHOUSE AVE
ELKHART, IN 46517

ELKHART REHABILITATION CENTER

(X4) ID SUMMARY STATEMENT OF DEFICIENCIES ID PROVIDER'S PLAN OF CORRECTION (x5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
{K 000} | INITIAL COMMENTS {K 000}

A Post Survey Revisit (PSR) to the Life Safety
Code Recertification and State Licensure Survey
conducted on 05/22/15 was conducted by the
Indiana State Department of Health in
accordance with 42 CFR 483.70(a).

Survey Date: 07/16/15

Facility Number: 000243
Provider Number: 155352
AIM Number: 100289830

At this Life Safety Code survey, Elkhart
Rehabilitation Center was found not in
compliance with Requirements for Participation in
Medicare/Medicaid, 42 CFR Subpart 483.70(a),
Life Safety from Fire and the 2000 edition of the
National Fire Protection Association (NFPA) 101,
Life Safety Code (LSC), Chapter 19, Existing
Health Care Occupancies and 410 IAC 16.2.

This one story facility was determined to be of
Type 1l (200) construction and was fully
sprinklered. The facility has a fire alarm system
with smoke detection in the corridors and in areas
open to the corridors. Battery operated smoke
detectors are provided in the resident sleeping
rooms. The facility has a capacity of 58 with a
census of 43 at the time of this survey.

All areas where the residents have customary

access were sprinklered. All areas providing

facility services were sprinklered except the

garage, a shed, and the smoke tent.
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Interior finish for corridors and exitways, including
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exposed interior surfaces of buildings such as
fixed or movable walls, partitions, columns, and
ceilings has a flame spread rating of Class A or
ClassB. 19.3.3.1,19.3.3.2

This STANDARD is not met as evidenced by:
Based on observation, interview and record
review; the facility failed to ensure materials used
as an interior finish for 1 of 5 corridors had a
flame spread rating of Class A or Class B. LSC
101 10.2.3.2 states products required to be tested
in accordance with NFPA 255, Standard Method
of Test of Surface Burning Characteristics of
Building Materials, shall be grouped in the
following classes in accordance with their flame
spread and smoke development.

(a) Class A Interior Wall and Ceiling Finish. Flame
spread 0-25; smoke development 0-450.
Includes any material classified at 25 or less on
the flame spread test scale and 450 or less on
the smoke test scale. Any element thereof, when
so tested, shall not continue to propagate fire.

(b) Class B Interior Wall and Ceiling Finish.
Flame spread 26-75; smoke development 0-450.
Includes any material classified at more than 25
but not more than 75 on the flame spread test
scale and 450 or less on the smoke test scale.
(c) Class C Interior Wall and Ceiling Finish.
Flame spread 76-200; smoke development
0-450. Includes any material classified at more
than 75 but not more than 200 on the flame
spread test scale and 450 or less on the smoke
test scale. This deficient practice could affect 43
residents, staff and visitors.

Findings include:
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Based on observation with the Maintenance
Supervisor at 12:32 p.m. on 07/16/15, there was
wood paneling on the ceiling in the dining room
which is sprinklered and open to the exit access
corridor. Based on record review and interview,
the Maintenance Supervisor provided
documentation indicating the wood paneling on
the ceiling had a flame spread rating of 100 which
exceeded the rating of Class Aor B. The
Maintenance Supervisor acknowledged the
aforementioned condition.

3.1-19(b)

NFPA 101 LIFE SAFETY CODE STANDARD

Smoking regulations are adopted and include no
less than the following provisions:

(1) Smoking is prohibited in any room, ward, or
compartment where flammable liquids,
combustible gases, or oxygen is used or stored
and in any other hazardous location, and such
area is posted with signs that read NO SMOKING
or with the international symbol for no smoking.

(2) Smoking by patients classified as not
responsible is prohibited, except when under
direct supervision.

(3) Ashtrays of noncombustible material and safe
design are provided in all areas where smoking is
permitted.

(4) Metal containers with self-closing cover
devices into which ashtrays can be emptied are
readily available to all areas where smoking is
permitted. 19.7.4

{K 014}

{K 066}

FORM CMS-2567(02-99) Previous Versions Obsolete Event ID:NIOT22

Facility ID: 000243

If continuation sheet Page 3 of 4




DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

PRINTED: 07/28/2015
FORM APPROVED
OMB NO. 0938-0391

This STANDARD is not met as evidenced by:
Based on observation and interview, the facility
failed to ensure 1 of 2 area where smoking was
permitted for staff and residents were maintained
and the metal container with a self-closing cover
was used for an ashtray. This deficient practice
could affect at least 20 residents and facility staff
who smoke cigarettes.

Findings include:

Based on observations and interview on 07/16/15
at 12:00 p.m., the Maintenance Supervisor
acknowledged cigarette butts were discarded into
a metal bucket with no lid instead of a "smokers
oasis" which is a metal container with a long neck
used for cigarette butts. At the time of
observation, smoke was coming out of the metal
container.

3.1-19(b)
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